Background: Sexually transmitted infections (STIs) are hypothesized to play a role in the development of prostate cancer, perhaps due to inflammation-induced oncogenesis. We assessed in a nationally representative population of middle-aged men whether sexual behavior indicators for an increased risk of genital infection were associated with serum prostate-specific antigen (PSA) concentration, a marker of prostatic disease and inflammation.
Results:
The percentage of men between the ages of 40 and 59 with a PSA ≥ 4.0 ng/ml was 2.6% (95% confidence interval [CI], 1.8% -3.8%). The percentage of men between the ages of 40 and 59 self-reporting a past diagnosis of genital warts or genital herpes, or a recent diagnosis of gonorrhea or chlamydia is estimated to be 7.3% (95% CI, 6.2% -8.6%). Men self-reporting that they had had sex without using a condom in the past month had a lower PSA concentration and higher %fPSA than those who did not. There were no associations between any of the other sexual activity or laboratory measures and PSA or %fPSA.
Conclusion:
In this nationally representative sample of middle-aged American men, we did not find consistent evidence for an association between sexual behavior or a history of STIs and PSA levels. Therefore, sexual factors are unlikely to lead to falsely elevated PSA tests in this population. We cannot rule out the role of these factors in causing false positive PSA tests in subgroups of the population that have a higher prevalence of high-risk sexual behavior, and more protracted or recent exposures to these agents.
Background
Prostate cancer is a significant source of morbidity and mortality around the world, yet its primary causes remain a mystery. Two recent meta-analyses of mostly case-control studies have suggested that a history of sexually transmitted infections (STIs), specifically human papillomavirus (HPV) and Neisseria gonorrhoeae, may be risk factors for prostate cancer. [1, 2] Organisms infecting the prostate may induce either symptomatic or asymptomatic chronic prostatic inflammation, and several biological hypotheses have been proposed to support inflammation-induced prostate oncogenesis. [3] Cur-rently the links between infectious agents, inflammation, and prostate cancer are poorly understood.
The prostate-specific antigen (PSA) test is commonly used both as a screening tool and as a part of the diagnostic workup to rule out prostate cancer. [4] Serum levels of PSA are influenced by factors apart from the presence of cancer and other prostatic conditions, including age, body mass index, [5] and perhaps race [6] Serum PSA can be divided into "free" and "complexed" portions depending on whether the circulating PSA protein is bound to protease inhibitors. The ratio of free PSA to total PSA, called the percent free PSA (%fPSA), is sometimes used as a reflex test for an elevated PSA result, with a lower %fPSA indicating an increased risk of prostate cancer [7] PSA levels are known to increase during episodes of symptomatic bacterial prostatitis, [8] 
Results
Characteristics and demographics of this study population have been described previously. [14] . Men who were excluded from our analysis had the same median number of lifetime sexual partners, partners in the last year, and partners in the last month as those who were not excluded. Excluded men were not more likely to report a past STI than non-excluded men (p = 0.95). Race/ethnicity was not associated with PSA levels in this sub-section of the NHANES population.
The percentage of men between the ages of 40 and 59 with a PSA ≥ 4.0 ng/ml was 2.6% (95% confidence interval [CI], 1.8% -3.8%). The percentages of seropositivity for T. pallidum and HSV-2 in men 40 to 49 years old are 1.6% (95% CI, 1.1% -2.4%) and 17.5% (95% CI, 13.9% -21.7%), respectively. The percentage of men between the ages of 40 and 59 self-reporting a past diagnosis of genital warts or genital herpes, or a recent diagnosis of gonorrhea or chlamydia is estimated at 7.3% (95% CI, 6.2% -8.6%).
No trends were seen for predicted-margin geometric mean PSA by age at first intercourse, the number of female sex partners in the last year, or the number of female partners in the past month (Table 1 ). An irregular pattern of predicted-margin geometric mean PSA levels was noted over the number of lifetime sexual partners. Those men who had had sex without a condom in the past month had a lower predicted-margin geometric mean PSA than those who had not (0.76 ng/ml vs. 1.15 ng/ml, p = 0.031). No differences in predicted-margin geometric mean PSA were seen by self-reported history of an STI, by circumcision status, or by the antibody tests for HSV-2 and syphilis infection ( Table 1 and Table 2 ).
Men who reported having sex without a condom in the past month had a higher %fPSA than those who did not (Table 1) . No associations were noted for %fPSA by any of the other behavior variables. No significant differences in %fPSA were seen by past HSV-2 or syphilis exposure as determined from serum assays. We found a statistically significant lower PSA concentration and a higher %fPSA in men who had had sex without a condom in the last month. We are unsure as to why men who have had recent unprotected sex would have a lower PSA than those that have not. It should be noted that these analyses were limited by small numbers of men, and the possibility remains that this statistically significant result is a chance finding.
There are several reasons for our predominantly null results in this analysis. The lack of association between PSA and the number of lifetime sexual partners or the number of sexual partners in the last year may be because past STIs never infected the prostate, or infected the prostate but were treated and thus no longer induce inflammation. Additionally, men may have been infected asymptomatically, and now report never having had an STI. The antibody data collected in the NHANES do not allow us to consider the precise time of infection or current infection status of those testing positive for exposure to HSV-2 or syphilis. These 2 organisms are not believed to infect the prostate, and hence are unlikely to cause prostatic inflammation themselves; we considered these agents as surrogates for sexual behaviors and the opportunity for the acquisition of other STIs that do infect the prostate. Of the men self-reporting a past diagnosis of an STI (n = 77), most reported either a genital warts or genital herpes diagnosis (n = 71), and only 6 men reported a diagnosis of gonorrhea or chlamydia. Given that the HPV subtypes responsible for genital warts are rarely oncogenic, and that HSV-2 is not known to infect the prostate, we likely misclassified some of the men regarding likelihood of prostatic inflammation. Furthermore, men were asked to report gonorrhea and chlamydia diagnoses only within the past 12 months. Therefore, men who had had these infections in their young adulthood were combined with men who had never been infected with N. gonorrhea or C. trachomatis. All of these possible sources of misclassification, which would have biased our results toward the null, may have limited our ability to detect associations of a small magnitude between sexual behavior and PSA concentrations.
The PSA component of the NHANES excluded any man self-reporting current prostatic inflammation or infection, a well-established elevator of serum PSA. [15] This criterion likely excluded men with symptomatic prostatitis from our study, but we likely included men with asymptomatic chronic prostatitis because they are usually unaware of their condition. Men with mild prostatitis that has not been diagnosed by a doctor are also possibly included in this analysis. Because men with symptomatic prostatitis were excluded we may have underestimated the associations of STIs and sexual behavior with PSA concentration. We do not believe this is a substantial underestimation, because in the antibiotic era it is likely that men undergo curative treatment for a symptomatic STI before it infects the prostate. Men who do not seek treatment for a symptomatic STI likely make up a small portion of the general US population.
It is likely that some proportion of the men in this analysis had occult prostate cancer, which might have influenced PSA concentration. However, the prevalence of cancer in our study population is likely to be low, because all of our participants were younger than 60. [16] The majority of our analysis was restricted to men between the ages of 40 and 59. We do not feel this negatively impacts our analysis, and it may be a positive aspect of it. The inflammatory events that predispose men to later developprostate cancer are likely to have occurred many years prior to the diagnosis. The chronic inflammatory state induced by these events may be detectable as elevated PSA levels during these pre-diagnosis years, the time period where our cross-sectional analysis was conducted. One of the reasons our analysisdid not find a positive association with PSA could be that the infections precipitating the chronic inflammatory state thatleads toprostate cancer occurmostly while men are older than the men in our study. Prostate volume is also associated with serum PSA, [17] and we were unable to control for it in our analysis. The extent to which these 2 factors are associated with sexual behavior or STIs is unknown, and it is possible that they are confounders in this analysis.
The NHANES is not an ideal population in which to study the association between PSA values and a specific STI for a number of reasons. For one, the population is selected and weighted to represent the US population as a whole, not the high-risk sub-population you would expect to find at an STI clinic. This limited the number of STIs captured in this analysis, and forced us to collapse information into binary variables, in the process losing information on the association between PSA values and specific STIs. Another methodological limitation is that the NHANES is a crosssectional study, and as such we have no information on the participants' numbers of previous STIs, in the cases where there was more than one episode of infection. This would have been valuable information, as men with multiple previous infections are more likely to have had prostate involvement. For these reasons we cannot rule out the role of sexual factors in causing false positive PSA tests in subgroups of the population that have a higher prevalence of high-risk sexual behavior, and more protracted or recent exposures to these agents.
However, the NHANES population-based sampling is also a strength of this analysis, allowing us to extrapolate these results to the male US population. Nationally representative analyses are ideal for studies of population-wide screening tools such as the PSA test, because they reveal the magnitude of potential associations over the entire population that uses the test. This study suggests that the prevalence of sexually transmitted infections of the prostate in the overall US population is relatively low, leading one to conclude that they do not greatly affect the accuracy of the PSA test at this population level.
Self-reported data on sexual behavior are susceptible to a number of response biases. [18] The sexual behavior data used in this analysis were collected using a computerbased system that allowed respondents complete privacy. Because of this enhanced privacy, computer-assisted selfinterviewing methods are believed to be least susceptible to the motivational biases encountered commonly in these assessments. However, over-reporting of low frequency estimates and under-reporting of high frequency estimates is a common source of misclassification and may have influenced these results toward the null. [19] 
Conclusion
We report no association between PSA levels and sexual behavior or history of STIs in middle-aged American men. In this population, sexual behavior or a history of STIs is unlikely to affect PSA levels on a population-scale. We cannot rule out the role of these factors in causing false positive PSA tests in subgroups of the population that have a higher prevalence of high-risk sexual behavior, and more protracted or recent exposures to these agents.
Methods
The NHANES is a nationally representative weighted sample of the US population. It consists of three parts: a questionnaire, a medical examination, and a blood draw. A description of the NHANES and the PSA testing component has been published previously. [14] Serum PSA and %fPSA was evaluated in all men aged 40 and older. Men were excluded from the NHANES PSA examination if they refused the PSA test, or if they self-reported a current infection or inflammatory condition of the prostate, having a digital rectal examination within the last 7 days, having a cystoscopy or biopsy within the last month, or having a past diagnosis of prostate cancer.
We categorized self-reported race/ethnicity as non-Hispanic white, non-Hispanic black, Mexican American, and other (other Hispanic men and all others). Participants were asked about their age at first intercourse, and their number of female sexual partners in the past year and over their lifetime. Those with more than 1 sexual partner in the last year were queried on the number of sexual partners in the last 30 days. Those with at least 1 sexual partner in the past 30 days were asked whether they had had sex without a condom in the last 30 days. Men were also asked if they had been told by a doctor or health professional in the last 12 months that they had chlamydia or gonorrhea, or if they had ever been told by a doctor or health professional they had genital herpes or genital warts. Because of a low number of affirmative responses (n = 77; 71 men reported genital warts or genital herpes, 6 reported a chlamydia or gonorrhea infection in the past 12 months), we combined these questions to form a binary variable for any of these 4 self-reported STIs. Men also self-reported whether they are circumcised. Sexual history and behavior questions were not asked of participants who were older than 59.
The NHANES syphilis testing component consists of three tests that determine history of exposure to T. pallidum: an enzyme immunoassay for IgG antibodies to Treponema antigens, a rapid plasma reagin assay for cell damage due to possible Treponema infection, and a particle agglutination test for IgG antibodies to Treponema to confirm indeterminate results from the other 2 assays. [20] Those men scoring 8 or higher on the rapid plasma reagin assay were considered to have a recent infection with T. pallidum, while those scoring less than 8 were classified as distantly infected. Recent and distant infections were combined because of the low number of Treponema-positive men overall (27/737 = 3.7%). The HSV-2 NHANES testing consists of an immunodot assay for the HSV-2-specific glycoprotein gG-2. [21] Of the 737 men tested, 176, or 23.9%, tested positive. Positive results are confirmed with a monoclonal antibody inhibition assay. Antibody tests for syphilis and HSV-2 were not conducted for participants older than 49.
Predicted-margin geometric mean PSA concentration and predicted-margin %fPSA, controlling for age and race/ethnicity, were calculated by sexual behaviors and STI status. A predicted margin for a given group is the average predicted value for a population, assuming every member of the population is in that group. [22] PSA values were logtransformed to improve the normality of the distribution.
The %free values did not need to be log-transformed for normality. Accordingly, geometric mean PSA values and arithmetic mean %fPSA are reported in these analyses.
